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PREFACE
It has been interesting and a pleasure to evaluate and learn
the results of guided abduction as it relates to the management of the
difficult problem of congenital hip dislocation.
The follow-up results in the cases studied has shown that this
method is truly an effective method of management in the early age group
so afflicted.
The ideas formulated and carried out by Drs. Joseph C. Risser
It is dueand William A. Craig has formed the basis of this paper.
to their ingenuity in carrying out this plan of management that this
method was devised and perfected. The untiring care and devotion
given these cases by the staff of the Orthopaedic Hospital of Los
Angeles demonstrates the necessity, as with most congenital abbera-
tional problems, of continued careful follow-up, observation, and
care to assure ultimate success in treatment.
The writer has learned much from this study, and respectfully
hopes that others interested in this problem will find the reading of
this presentation profitable.
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GUIDED ABDUCTION IN THE TREATMENT OF
CONGENITAL HIP DISLOCATION
INTRODUCTION
Since 1953, at the Orthopaedic Hospital in Los Angeles, a method
known as guided abduction has been used for the reduction of congenital
hip dislocation. This has proved to be an effective mechanism of reduc­
ing the congenitally subluxed and completely dislocated hips in the
first and second years of life.
It is the purpose of this communication to report the results of
a follow-up study done on a group of patients with congenital subluxa­
tion and dislocation treated at the Orthopaedic Hospital in Los Angeles.
This method came into being as a result of the experience of
Dr. Joseph C. Risser, who for many years has advocated gentle, progres­
sive, combined flexion abduction exercise of the hip as a means of
reducing the congenitally dislocated hip. This is based on the premise
that with flexion of the femur the femoral head revolves in a sagital
plane around an imaginary transverse fulcrum through the intertrochan­
teric region, lowering the head ultimately to a position opposite the
acetabulum. This is done gradually without placing any undue pressure
on the femoral head or tension on the supporting structures of the hip.
Among his own private cases he has a number of patients where when the
family carried out these exercises reduction was satisfactorily obtained
and maintained.
It is difficult in all cases to obtain sufficient cooperation on
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the part of the family to carry out these exercises. It was apparent
that some method of holding the hips in flexion and abduction, while
the patient was confined in the hospital, would be desirable.
Acting on this need, and incorporating the principle of gaining
slow, progressive, gentle flexion abduction range in the thigh. Doctor
William A. Craig, of the Orthopaedic Hospital staff, in 1953 devised
what has come to be called guided abduction.
Guided abduction consists of applying longitudinal skin traction
to both lower extremities from the thighs on down, with the initial
position of the hips in 90 degrees of flexion and the thighs abducted
No attempt is made to force the thighs into abductioncomfortably.
faster than can be comfortably tolerated. The child should be
restrained in some type of corset, attached to the bed, to prevent
The head of the bed is elevatedslipping away from proper position.
sufficiently (15 - 20 degrees) to allow for more complete flexion--to
This assists in locating theabout 20 - 30 degrees beyond 90 degrees.
hip opposite the acetabulum by holding the femur in more flexion. Only 
sufficient weight (two to four pounds) is applied to balance the leg,
and no attempt is made to apply traction to pull the femoral head into
Each day more abduction is obtained by lowering the connect-position.
ing pulley of the guided abduction mechanism farther away from the
This is continued until the lower limbs lie along the bedmidline.
sheets in about 120 degree abduction (30 degrees beyond 90 degrees).
Usually by this time the femoral head will have been reduced, or, with
minimal gentle manual manipulation, the femoral head slipped into the
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If this does not occur, it has been found helpful to placeacetabulum.
This acts as a fulcrum guid-a small pad below the greater trochanter.
ing the femoral head into the acetabulum.
Guided abduction is not advocated in the treatment of the dys-
plastic hip without subluxation or luxation, as other less extensive
methods of management--such as abduction braces and exercises usually
This method is advocated in the age group to eighteenprove effective.
While itmonths where frank subluxation and dislocation is present.
has been used in the older age group, it is thought that there are
other more effective mechanisms, such as longitudinal skeletal traction,
which should be utilized.
Guided abduction has been found to be a satisfactory mechanism
to gradually reduce the femoral head and plays its part most effec­
tively as the initial stage in the over-all treatment of congenital
Close, watchful follow-up care iship subluxation and dislocation.
This has been carried out at thenecessary to maintain reduction.
Orthopaedic Hospital in the form of a spica cast application in the
so-called "frog" position of flexion and abduction, as soon as reduc-
The cast is wedged attion has been obtained to maintain reduction.
convenient intervals, and new casts are applied to gradually obtain
It has been found that redislocation canextension of the thighs.
take place during this phase of treatment, and restoration of more
abduction in casting proves effective in relocating the hip. Other­
wise, if the hip will not reduce, reapplication of guided abduction
has been an effective mechanism for obtaining reduction again. In
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Usually, after two toonly a few instances has this proved necessary.
three months, in the average case the patient is removed from the spica
and placed in a wide abduction splint, which is maintained night and
day until the hip maintains sufficient integrity to allow for more
controlled motion. At this point the hips are maintained conveniently
at night in an abduction frame as long as is necessary to assure proper
seating of the femoral head within the acetabulum.
HISTORY
The early history of recognition and treatment of the congeni-
12 whotally dislocated hip reaches back to the days of Hippocrates,
advocated, among other types of treatment, a method of traction to
locate the femoral head within the acetabulum. Not much more was
12added to the treatment of congenital hip dislocation until Dupuytren
propounded the concept of using a girdle and belt system to hold the
reduced femoral head within the acetabulum. Other interesting methods
were used during the early Nineteenth Century. Humbert de Morley
advocated instrumental extension in 1835, but this method was decried
by Pravaz in 1837, who advocated that rapid reduction was not consist­
ent with good treatment.
We can see that early the lines were drawn between those who
advocated more vigorous methods of reduction and those proponents of
With failure of closedmore gentle reduction of the dislocated hip.
reduction--whether by the more violent or less violent process--a wave
12 followedof open reductions was done, first by A Poggi, in 1880,
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later by DePaoli, who advocated a type of arthroplasty with partial
reseating of the head and enlargement of the acetabulum. Later,
Hoffa12 improved upon these methods of open reduction, but by 1890 his
method fell into disrepute.
12 who first advocated a closedIt was Paci, in the year 1890,
manipulative method of reduction. He initially flexed the thigh, then
by abduction forced the head opposite and below the acetabular socket.
This was all preliminary to external rotation and extension of the
A considerable number of his cases subse-thigh as the final maneuver.
quently redislocated. Paci met much violent criticism of his method
by contemporary colleagues.
12 refined the process by adding to the mechanism moreLorenz
He was more successful in maintainingforceful reduction of the head.
It is commonly known that for a period of timereduction than Paci.
this method of treatment was received with great favor, leading to
considerable trial in the United States. The results of this experi-
21ence, as related by Ridlon, are well known; and the reaction to the
rigorous methods of reduction has been very definite and profound,
leading to the search for more gentle methods of reduction.
During the early 1920's, a resurrection of the open reduction
method of management was advocated by Galloway,^ followed by the 
13Kidner shelf procedure in 1931. Many other operative procedures
have been outlined, but, with the scope of this paper--relating mainly
to nonoperative treatment--details of the history of open reduction
cannot be pursued further.
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20In the late 1920,s, V. Putti advocated early recognition and
With the use of his abductiontreatment of congenital hip dislocation.
pillow, and later the introduction of an abduction splint, he forced
the thighs gradually into more abduction. This basic abduction splint
was modified by Coonse, who added a longitudinal traction force.
From the days of Paci, and through many of the manipulative
methods subsequently devised, the principle of flexion and abduction
has been found to be an effective, well-established principle in the
management of congenital hip dislocation. History has also shown that
the more gentle progressive methods of obtaining flexion and abduction
have proved more effective in the initial reduction, maintenance of
reduction, and the lowering of adverse sequelae in the congenital hip
dislocation problem.
MATERIAL
Since 1953, when guided abduction was instituted at the Ortho­
paedic Hospital in Los Angeles, a total of 273 congenital hip cases
were seen on the combined private and clinic services. In this group
of 273 cases there were 21 with bilateral involvement, thus making a
grand total of 294 hips treated. In this study these patients were
broken down into three groups; namely, (1) Dysplasia without subluxa­
tion; (2) Subluxation; (3) Frank dislocation.
In the dysplastic group there were 145 cases; and, including 8
bilateral dysplastic hips, there was a total of 153 hips in this group.
This group was not treated byrepresenting 52 per cent of the total.
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guided abduction, as more simple methods of management--such as flexion
abduction stretching exercises, and abduction splints--proved effec­
tive .
Nineteen cases of subluxation were treated. There was one case
of bilateral involvement, making a total of 20 hips (6 per cent) in
this group.
One hundred and nine cases of complete dislocation were managed.
With the addition of 13 bilateral patients, a total of 122 hips were
cared for, representing 42 per cent of the total.
It was in the latter two groups that the majority were initially
treated in guided abduction.
A number were treated by other methods--such as longitudinal
skeletal traction and primary open reduction--and all cases with less
A total of 63 casesthan eighteen months follow-up were eliminated.
were selected for study. In this group of 63 there were 16 bilateral
There were 6 males (9 percases, yielding a total of 79 hips studied.
cent) and 57 females (90 per cent).
The right hip was unilaterally involved in 13 cases (20 per 
cent), and the left in 34 cases (54 per cent); and 16 (25 per cent)
bilateral cases were studied.
Several private cases were followed after initial treatment was
given at the Orthopaedic Hospital. The writer is indebted to Doctors
John R. Black, George J. Murphy, Joseph H. LaBriola, Harold E. Crowe,
William A. Craig, and Alanson A. Mason for their help in making their
private cases available for study.
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RESULTS
In the group of 79 hips studied, 64 (80 per cent) reduced in
Of the remaining hips, 10 (13 per cent) remainedguided abduction.
permanently reduced after closed manipulative reduction under anesthesia.
In 5 (7 per cent) additional cases it was necessary to reduce the hips
by open reduction.
It was noted that, in general, the earlier guided abduction was
instituted the more effective it was in obtaining reduction. A break­
down of the results obtained by guided abduction in the various age
groups divided at six-month intervals is given in Table I.
TABLE I
NUMBER OF HIPS REDUCED COMPARED BY AGE GROUPS
Age in Months No. Hips Reduced Total No. Hips
21 (91%)1 6 months 23
22 (95%)7-12 months 24
10 (71%)13 - 16 months 14
8 (66%)19 - 24 months 11
3 (42%)25 - 30 months 7
64 (80%)Totals 79
Comparing the average number of reductions obtained in the first
eighteen months of life (89 per cent) with that in the nineteen- to
thirty-month group (59 per cent) indicates that this method is most
effective in the earlier age group. In a number of cases over
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eighteen months of age, this method was tried in an attempt to evaluate
its efficiency. Even though there were fewer reductions obtained in
this older age group, it proved helpful to the extent that, in most
instances, by stretching out the adductors and tight capsular struc-
other subsequent methods of reduction were facilitated.tures
It was necessary in 7 cases, or 9 hips, to repeat the guided
abduction after the initial application. In 5 cases it was repeated
one time, and in 2 bilateral hip dislocations it was necessary to
repeat the process a total of three times. A breakdown on this group
is shown in Table II.
TABLE II
REPEATED GUIDED ABDUCTION APPLICATIONS




16 36 months Closed (manipulative)2
32 36 months 3 Closed, bilateral, under 
anesthesia
41 12 months 2 Guided abduction--2nd time
43 12 months 2 Guided abduction--2nd time
53 15 months 2 Guided abduction--2nd time
56 6 months 3 Right side reduction in 
guided abduction. Left side 
necessitated closed reduc­
tion under anesthesia
14 9 months 2 Reduction under guided 
abduction
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This indicates that bilateral involvement and late application
of treatment is fraught with more difficulty in reduction. In 3 hips
of this group it was necessary to use closed reduction under anesthesia
to obtain reduction. In the age group up to eighteen months of age,
with reduction once gained with guided abduction, and with subsequent
loss of this reduction, guided abduction can be repeated up to three
applications. Failing this, open reduction is probably the procedure
of choice. In 5 hips it was necessary to ultimately utilize open
reduction to place the femoral head within the acetabulum. A break­
down on the open reduction cases is shown in Table III. No cases
which were opened and reduced needed any type of further reduction.
TABLE III




ReductionCase No. Hip Involved Age
15 Left 18 months Left Yes
56 Bilateral 6 months Left Yes
57 Bilateral 12 months Left Yes
62 Bilateral 5 months Right, Left Yes
The duration of guided abduction, until reduction of the femoral
head, varied from case to case. In general, more time was utilized as
the age of the patient--at institution of treatment--advanced, as is
indicated in Table IV.
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TABLE IV
DURATION OF GUIDED ABDUCTION











16 4 455 18 1 163 17 12
6 11 89 15 18 2 6 22 60
8 7 10 19 2421 11 32 217
149 12 4211 25 28 18 1030
:
13 7 14 13 33 6 20 1210 55
17 21 2123 7 39 18 30
i
27 10 24 14 47 6 1426
1428 4930 11 31 87
:
29 8 34 4451 217 7:
:
635 36 10 2152 i
38 3 6 2937 53
45 11 40 8 59 7
1246 41 10 63 8:
48 7 43 23 :
54 13 1450
56 28 1657
61 5 58 12
62 8 60 25
29 D.12 Days 13 Days 15 DaysAver. 11 Days
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Subsequent to reduction of the femoral head by guided abduction.
it has been the practice at the Orthopaedic Hospital to place the
patient initially in "frog" position (flexion and abduction) in a spica
These casts were either wedged or new casts applied at three- tocast.
four-week intervals. The longest casting was two years in a two-year
old, and the shortest was five days in a five-month old. Table V
compares the length of casting with age at onset of treatment.
In several cases, where reduction had been obtained in guided
abduction during application of the cast, redislocation occurred. It
is important to note that this is a critical stage in the treatment,
as it may be difficult to maintain reduction during the cast applica-
In most of the patients, cast wedging, returning to abductiontion.
and flexion, was helpful in relocating the femoral head.
After reduction and application of a so-called frog leg cast, it
is then important to gradually extend and adduct the lower limb. This
was done in the majority of patients by either wedging the casts into
more extension at two- to three-week intervals or applying new casts.
Due to deterioration of casts by urine soakage, it was necessary in
most instances to change casts at about this interval. In a few cases,
as extension was obtained, redislocation occurred. In these patients,
returning to more flexion and abduction resulted in relocation of the
femoral head within the acetabulum.
Upon termination of casting the patient was in most instances
placed in an abduction splint. Several types were used, including the
Denis Browne splint, gutter splint, Ponsetti-bar, Woo brace, Craig
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TABLE V
DURATION OF ABDUCTION CASTING











2.5 45 3.0 3 3.0 161 1.0 13.0♦
6 3.0 2.07 15 7.0 2 3.0 4.022
8 0.75 10 1.0 19 2.0 11 19.0 32 3.0
9 2.0 12 4.0 4.025 4218 3.0 12.0
13 2.5 14 2.25 33 1.0 20 1.0 55 3.0
17 2.0 23 3.0 39 2.0 21 3.5!
:
37 2.0 24 472.5 263.0 1.25
28 1.0 30 492.0 5.0 31 1.0
29 6.0 34 2.5 4451 1.0 3.0
35 2.0 36 4.0 52 2.0:
:
38 1.0 37 2.0 53 2.25:
45 40.75 2.0 59 2.0
:
46 1.0 41 6.0 63 4.0:
48 0.0 43 3.75
54 1.0 50 2.0
56 5.0 57 5.0
61 3.0 58 2.0
62 5.0 60 1.0
Aver. 2.2 Months 2.7 Months 2.1 Months 3.9 Months 9.0 Mo.
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splint and Frejka splint. All of these were applied continuously at
first, and later in the course of treatment only at night, to maintain
abduction. The length of day and night application is reported in
Table VI.
When the splint was removed for ambulation during the day, it
was maintained at night for an additional period of time. Table VII
shows the duration of night splinting compared by age groups. The
time spent in the splint at night is noted and varies from one month
to sixty months. The averages were not computed, inasmuch as it was
questionable in so many cases as to just when splinting was terminated.
No definite time criteria should be set up when splinting should
be terminated, as the stability of the hip and--more significantly--
the X-ray appearance should be the determining factors for removal.
FINAL EVALUATION OF RESULTS OF TREATMENT
In evaluating the immediate results of guided abduction, one
finds it difficult to adequately portray the figures in significant
form. What may seem a satisfactory reduction early in childhood may
eventually develop or retain such a severe and inadequate acetabular
femoral head relationship that, what was once considered as a good
result,later would be termed a failure.
As was mentioned previously, guided abduction was devised as a
method of relocating or locating the femoral head, and was not intended
to be the only method of management. For this reason, an evaluation
of results of this method of treatment must be studied on the basis of
15
TABLE VI
DURATION OF ABDUCTION SPLINT APPLICATION
(NIGHT AND DAY)











45 5*0 1.0 3 169.0 1 18.0 11.0:
: ;





8 6.0 4.010 19 4.07.0 11 32
9 6.0 14.012 3.0 4225 18 6.0 12.0:
:
13 10.0 14 24.02.0 33 20 10.0 55 10.0
17 7.0 36.023 ?39 12.0 21
27 4.0 24 2.0 47 17.0 26 20.0:
28 4.0 30 18.0 49 5.0 31 18.0
29 6.0 34 2.0 24.0 4451 12.0
35 8.0 36 40.0 52 18.0
38 5.0 37 11.0 53 15.0 t
45 30.0 40 2.0 11.059
46 14.0 41 4.0 63 24.0
48 4.0 43 10.0
54 5.0 50 11.0i
56 12.0 3.057:
:
61 6.0 58 8.0:
;
62 4.0 60 4.0:
17.0 Mo.Aver. 6.6 Months 11.5 Months9.0 Months 13.0 Months
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TABLE VII
DURATION OF NIGHT SPLINT APPLICATION











4 4 8 16 0.255 3 1 ?7 :
:
6 2 12 157 3 2 ? 22 0i
8 8 10 0 10 1 11 32 00:
:
9 24 12 4 25 6 42 ?0 18
13 140 0 24 633 20 0 55
i
17 3 23 0 ?39 0 21
:
2427 40 260 47 7 0
28 493 30 3 2 6031
29 34 440 8 51 7 0:
3635 0 0 52 0
38 6 437 53 9
:
45 6 40 4 ?59
i
46 410 4 63 12
:





61 12 58 12
62 ? 60 14
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immediate and late results. The immediate good results would then be
the number or percentage of hips reduced and maintained in that condi-
The late results would then be evaluated on the basis oftion.
clinical function and radiological appearance at the time of follow-
It has been stated that 64, or 80 per cent, of the hips reducedup.
in guided abduction are those classed as successful.
A few shortly after treatment redislocated, and repeated guided
abduction failed to relocate the femoral head. These figures already
have been given, but are listed again in Table VIII.
TABLE VIII
COMPARISON OF CLOSED AND OPEN REDUCTIONS
Case Number Closed Reductions Open Reductions
11 Right Hip




32 Right & Left Hip
33 Left Hip
51 Right Hip
52 Right 6c Left Hip
56 Left Hip
57 Left Hip
62 Right 6c Left Hip
Total 10 5
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In case No. 22 bilateral permanent redislocation occurred after
guided abduction. The patient failed to return for follow-up care.
Initially the result appeared satisfactory, but--with failure to main­
tain abduction in the splint--the patient redislocated both hips. The
patient subsequently returned to clinic care, and currently is being
prepared for open reduction and iliac osteotomy of the Pemberton type.
In the cases followed up to one year, 77 per cent of the hips
remained reduced after guided abduction. Adding the total of the
closed and open reductions, it is found that--with the exception of
two hips which redislocated and did not receive treatment--nearly 100
per cent of permanent reduction was obtained.
It would be well if this were the end of the problem and no
further treatment or operative management were necessary. However,
all concerned with these problems will realize that residual dys-
plastic defects remain, despite reduction, and must be dealt with as
the patient grows older.
In this study the cases were evaluated relative to further
surgical procedures carried out during the follow-up period. These
are listed in Table IX. Code numbers refer to specific procedures,
and the superscript letters (a-m) indicate the procedure or procedures
done at one operation.
Evaluation of final results proved somewhat difficult again, in
that both clinical function and X-ray appearance had to be considered.
It is also evident that subsequent surgical procedures altered the
results to some extent and introduced factors difficult to evaluate.
19
TABLE IX
SURGICAL OPERATIONS CARRIED OUT











5 4 3 161
6 (a) (c)7 15 2
(a j f)(i) 22* RR(c)(b,j) 
L<c>
8 10 19 11
L (a >f)
r(c> 00 ,c,m) (g)
(i)9 12 25 18
32(b, c, d) (c) (g) R(C)
L(b,c,d,g)




17 23 39 (<0 (g)42
27 24 47 21
28 30 49 26 5




38 59 * Surgery Projected
36
45 63 @ Advised Procedures
37




56 R-- C Patients Requiring 
Surgery^(ajkjb) 5q
61
58 a-m Surgical Procedures(a>(a)62











6 2 * 3





Deepening of Acetabulum 
Subtrochanteric Osteotomy 
Wedging Roof of Acetabulum 
Adductor Tenotomy 
Hip Flexion Release 
Excision Plate and Screws 
Excision Wires 
Iliac Osteotomy (Pemberton) 
Acetabular Shelf 
Excision of Limbus 

















16Number of Patients Operated
810 wThe criteria and method of Gillt modified by Crego, was used
to evaluate the final results. These criteria are outlined:
Normal. Normal function, restoration of the joint with complete
freedom from symptoms, normal acetabular structure, normal seating
of the hip joint, normal development of the femoral head, and normal
femoral neck.
Near Normal. Normal function, complete freedom from symptoms
after full activity, near normal anatomical relationship of the femoral
head to acetabulum, and near normal configuration of femoral head and
neck as well as acetabulum.
Fair, Satisfactory (Crego). Anatomical restoration of the aceta-
Reduction of the dislocation is maintainedbulum is deficient by X-ray.
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by X-ray. Clinically stable hip, sufficiently satisfactory reduction
of the hip is maintained to allow for fairly full activity of the hip.
Moderate residual deformities of the head and neck are present.
Failure. Redislocation or subluxation. Loss of useful range
of motion and clinical instability.















4 NN5 NN 163 1 R. Fair 
L. Fair
FairNN
6 NN 7 R. NN 
L. Fair
15 Failure2 22Fair NN
8 NN 10 NN 19 11 32Fair Fair Fair
9 Fair 12 Fair 25 4218Fair Fair NN
13 NN 14 33 20Fair 55Fair R.Fair
L.Fair
NN
17 Normal 23 Fair 39 21 FairNN
27 R. NN 
L. NN
24 47 26 NormalFair NN





29 NN 34 4451 Normal Normal
35 NN 36 NN 52 R. Fair 
L. Fair
38 NN 37 R. NN 
L. NN
53 NN
















41 63 NN46 Fair Normal
48 Normal 43 Fair
54 R. NN 
L. NN




57 R. NN 
L. Fair
61 NN 58 Fair
62 R. Fair 60 F Fair 
L. Fair














The low rate of failure (two hips) is probably due to two
reasons:
1. A number of cases were lost to follow-up and may well have
had recurrence of dislocation or the development of more
marked femoral head acetabular incongruity.
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2. It has been the policy at the Orthopaedic Hospital to
restore as much as possible a physiological relationship
between the head of the femur and the acetabulum. For
this reason, perhaps more procedures have been carried
out than usual in other centers.
Of all the operated cases no true failures were noted, and most
of the hips were improved over their initial state. It is hoped that
the attempt to form as satisfactory as possible a relationship between
the head of the femur and acetabulum will reduce the number and extent
of future degenerative hip problems.
COMMENT
It was of interest to note the symptoms or conditions which
brought the child to examination. In general, the cases diagnosed
before twelve months of age were diagnosed by astute observers or
brought for evaluation by an anxious parent, who had had some previous
experience with congenital hip dislocation. It is of importance that
X-rays be made of questionable hips to rule out dysplasia. This should
be done early, for, with institution of early treatment the better will
be the ultimate results. In most instances where the parents were not
informed the condition was not brought to light until the child began
to walk and it was obvious to all concerned that a defect existed. At
this stage, usually around one year of age, the patient is still in the
age group where results are quite satisfactory if treatment is imme­
diately instituted, but at best much valuable time has been lost. Some
24
of the symptoms and circumstances leading to diagnosis in this series
are listed in Table XI.
TABLE XI
PRESENTING SYMPTOMS AND COMPLAINTS
Symptoms and Complaints No. Cases
Limp at onset of walking 14
Short extremity 13
Found at Well Baby Clinic 6
External rotation of affected side 5
Apparent internal rotation of unaffected side 3
Asymmetry thigh folds 4
Mother suspicious "something wrong with hip" 3
Waddling gait 2
"Child standing on toes" 2
Poor abduction of hips 1
Found at time of examination for measles 1
Stood on "ankle bones" 1
"Stood on toes of opposite foot' 1
Delayed walking 1
Medical diagnostic acuteness and informed parents contribute
immeasurably to bringing about the early detection of congenital hip
dislocation.
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It was noted that in 9 cases (14 per cent), out of the total








It was found that in those families having had previous experi­
ence with congenital hip dislocation the second case was detected much
earlier than the first. Experience is a good teacher, it is true, but
does not take the place of an informed medical and parental group,
which is on the alert to these problems insuring early detection and
institution of treatment.
Localized changes along the medial articular border of the
femoral head and generalized changes throughout the head were evident
in 53 hips (64 per cent).
(63 per cent), and generalized changes alone in 36 hips (45 per cent).
Local changes alone were evident in 50 hips
Seven uninvolved contralateral hips showed minor local changes without
generalized femoral head involvement. See Table XII.
The etiology of these changes is not clear, and the significance
of the minor changes in outline along the medial border may well repre­
sent changes incident to the subluxation or dislocation. The fact that
these local changes occurred in 7 uninvolved hips (case Nos. 19 and 21)
might suggest that some factor in the treatment may be responsible for
its development.
It has been mentioned by some that the maintenance of flexion
and abduction position in guided abduction, and subsequent casting and
26
TABLE XII
LOCAL AND GENERALIZED CHANGES AFFECTING THE FEMORAL HEAD




*L **G *L **G *L **G *L
45 0 3X 1 16X 0 X LX 0X X X
R 0 0
6 70 0 15 2LX X 
RX 0
22X 0X X L XX
R X 0
8 0 100 19 11 32X X X X 0 X L X X
R X 0
9 12 250 42X 180X 0 0X Xx x
13 140 0 35 20X X X 55X 0 0L X X
R X X
17 0 230 39 21X X 0 0 X X
27 L X 24 47 26X X 0X 0 0 0
0R X
28 300 490 0 31X 0 0 X X
29 34X 51 44X L X X 0 0 0 0
R X X
35 360 52X X X L 0 0
R 0 0
38 370 0 53L X X 0X
0R X
45 L X 400 59X X X X
R 0 0
46 41 63X X 0Xx x
48 0 43 ( X= Changes Present0 0 0
(
54 0 500 ( 0= No ChangesL 0 X
R 0 0
56 L X 57 L 0X X
R 0 0 0R X
61 0 580 X X
62 L X 60X X X
R X X
Totals;
12 6 18 16 8 5 7 7 5 2
*Local Changes 
^Generalized Changes
Changes in Uninvolved Hips
(63 per cent) 
(45 per cent) 





splinting, might be a factor. Whether the incidence of changes can be
reduced by any other method is a moot question.
Most of these changes appeared from ten to fifteen months after
A
institution of treatment. In many instances, where follow-up was long
enough, these changes disappeared. Many of the generalized femoral
head involvements had findings consistent with so-called avascular
necrosis, and would fit in with the reports of other observers--that
in the congenitally dislocated hip an increased incidence of avascular
necrosis subsequently develops.
SUMMARY
Experience at the Orthopaedic Hospital in Los Angeles has shown
that guided abduction has proved to be an effective way to deal with
the problem of the subluxed and dislocated congenital hip in the age
group up to eighteen months. It was found that 80 per cent of the hips
reduced in guided abduction.
Guided abduction provides a gentle, progressive, controlled
method of gradually flexing and abducting the affected thigh to obtain
location of the femoral head within the acetabulum. Failing immediate
location of the femoral head, it sets the stage by stretching out the
shortened hip structures, so that either closed manipulative reduction
or open reduction can be more readily accomplished.
Experience has shown that maintenance of the flexion abduction
position is necessary in a spica cast, and later by abduction splinting.
to prevent redislocation.
28
Early discovery of affected cases and institution of treatment
are necessary to assure quicker reduction and minimal residual defects.
It has been found that, where an abnormal relationship exists between
the femoral head and the acetabulum, corrective surgery has been indi­
cated and helpful in forming a new relationship with improved clinical
and X-ray findings. It is hoped that, with the establishment of an
improved acetabular femoral head relationship, the stage will be set
for decreased degenerative changes in the future.
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ABSTRACT
Guided abduction has been well accepted in Southern California
as an effective method in the initial treatment of congenital hip dis- 
Since 1953, when this procedure was first instituted, nolocation.
report has been made in the world literature describing its application
and the results obtained. One of the purposes of this communication
has been to outline the stages in treatment and show some of the results
obtained.
The early group of congenital hip dislocations represents a
difficult problem. It has been shown as a result of this study that
guided abduction is an effective way to control the reduction of the
involved femoral head within the acetabulum, and failing this, it sets
the stage for the use of other alternate methods such as closed and
open reduction.
The finding of localized and generalized changes in the femoral
head subsequent to guided abduction, both on the involved side and the
contralateral uninvolved hip, indicates that even with guided abduction
there is danger of the production of softening of the femoral head with
possible permanent effects if proper care is not taken to avert these
changes by preventing weight bearing during this period. In most of
the cases with minimal to moderate involvement it was noted that with
time complete amelioration of the condition occurred.
Careful follow-up is important to care for the subsequent prob­
lems arising. It is important to care for any serious condition that






experience in this group has shown that attention to these matters has
been a factor in contributing to the good results obtained.
As is well known in dealing with congenital defects, it has been
shown again that the earlier treatment is instituted the better are the
ultimate results and the fewer the subsequent operations necessary.
:-
